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Improving HIV/AIDS consultations in Malawi.  
How interactional sociolinguistics can 
contribute 
 
Rachel Chimbwete-Phiri and Stephanie Schnurr, The University of Warwick, UK 
 
1. Introduction 
This chapter illustrates and discusses some of the ways in which applied linguistic research 
can make valuable contributions to ongoing endeavours to improve the delivery and format 
of HIV/AIDS consultations in Malawi. Malawi is a developing country with a population of just 
over 13,000,000, and like in many of its neighbouring countries, HIV/AIDS is the most common 
disease (Bowie & Mwase, 2011). In spite of various HIV/AIDS programmes initiated and funded 
by the government and several non-governmental agencies, public health services are 
suffering from inadequate patient compliance and adherence to the programmes’ 
recommendations (Ministry of Health, 2012). In this chapter, we argue that a better 
understanding of the ways in which healthcare professionals and clients communicate with 
each other during consultation sessions can help improve this situation. However, while we 
focus on HIV/AIDS consultations in the context of Malawi, the linguistic approach we 
demonstrate – namely, interactional sociolinguistics – is also applicable to studies in other 
healthcare contexts.  
 Our particular focus is antenatal counselling sessions which are routinely attended by 
pregnant women during the first trimester of their pregnancy. These counselling sessions are 
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part of antenatal appointments and are typically delivered by an HIV counsellor, a nurse, or a 
hospital attendant, and cover topics around family planning and HIV/AIDS, maternal health, 
and care for the newborn baby. We identify and discuss several discourse strategies which 
healthcare providers use to get their message across and to achieve the aims of these 
antenatal HIV/AIDS consultations, namely to enhance an understanding of HIV/AIDS, to share 
the benefits of HIV testing, and to facilitate informed decisions for the mothers and children. 
Our findings indicate that regularly drawing on these strategies, including asking particular 
kinds of questions directed at the clients, telling anecdotes and frequently making reference 
to local knowledge and customs facilitate the women’s contribution in these consultations, 
which may ultimately result in their increased participation, compliance and adherence to the 
programmes’ recommendations. 
 
1.1 Background: HIV/AIDS consultations in Malawi 
HIV/AIDS is currently one of the most challenging health issues that Malawi faces (Bowie & 
Mwase, 2011), with an estimated 900,000 people infected with the virus. The HIV prevalence 
rate among adults per year is over 10%, and women are more affected than men (National 
Statistics Office, 2016). In an attempt to deal with these growing numbers, Malawi has 
adopted an integrated family care model, which means that general primary care, including 
sexually transmitted infections, family planning, antenatal, tuberculosis and HIV/AIDS clinics 
are now all located in the same health centre – thus facilitating people’s access to care and 
knowledge (PEPFAR, 2013). However, in spite of these changes, HIV/AIDS programmes face 
additional challenges, including funding shortages and a shortage of human resources, which 
have negative implications for the quality of the services provided (Ministry of Health, 2011; 
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McCoy et al, 2004; Bowie & Mwase, 2011; Keehn & Karfakis, 2014). Moreover, patients often 
struggle to overcome long travel distances to health centres (especially in rural areas), and 
religious, cultural, and often economic factors – though healthcare is free in Malawi – which 
prevent them from either seeking advice or adhering to prevention and treatment 
programmes.  
 As part of a nation-wide HIV/AIDS programme, all health centres in Malawi offer 
voluntary HIV counselling and testing centres, antiretroviral therapy (ART) clinics for people 
infected with HIV/AIDS, and a voluntary testing programme specifically for pregnant women 
and mothers operated in antenatal clinics. The data that we discuss in this chapter was 
collected from the latter, namely an antenatal clinic that is part of the prevention of mother 
to child transmission (PMTCT) programme. In this programme, all pregnant women are given 
an option to have an HIV test so that if they test positive, measures can be taken to prevent 
transmission of the virus to the unborn child.  
One of the central issues in this PMTCT programme is a relatively low patient 
adherence to the recommendations and a high drop-out rate. Several recent studies 
conducted in different hospitals across Malawi indicate that about 30% of women drop out, 
and that of those staying on the programme, only a third adhere to the full recommendations 
made by the health practitioners at every visit (Haas et al., 2016; Keehn & Karfakis, 2014). 
Another study showed that some health facilities had as high as 58% of women and infants 
listed as ‘loss to follow up’ (Tenthani et al., 2014:589), and a study conducted in the Zomba 
district, where our data was collected, pointed out that the situation is even worse in this area 
with less than 20% of qualifying mothers (sample n=387) adhering to the full 
recommendations of the programme in this region (van Lettow et al., 2011). This is particularly 
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true for postpartum treatment, which has even lower adherence rates (e.g. Haas et al., 2016; 
Keehn & Karfakis, 2014).  
 Reasons for not fully adhering to the recommended treatment are often linked to 
limited information about ART, and patients’ inadequate knowledge about PMTCT (Keehn & 
Karfakis, 2014). Some patients even claimed they were healthy and thus saw no need for 
treatment (Kim et al., 2016), while others feared the side effects of the therapy (Zhou, 2016). 
The perceived ‘uncaring attitude’ of healthcare providers towards the patients was mentioned 
as another reason for the low adherence of PMTCT programmes in particular (Chinkonde, 
Sundby and Martinson, 2009). Moreover, due to largely patriarchal family structures, some 
women tend to rely on their husbands or village/clan elders and custodians for decision 
making, and often follow the advice of traditional birth attendants and healers, as well as 
traditional beliefs that discourage people from taking medication (Ministry of Health, 2009; 
Mbweza, Norr and McElmurry, 2008; Jonasi, 2007; Chasi & de Wet, 2006).  
These issues are well-known to the relevant governmental agencies and NGOs, which 
strongly advocate an improvement in the provision of current services with a particular 
emphasis on ensuring that individuals have sufficient access to information about HIV/AIDS, 
and are able to utilise and act upon this knowledge. Thus, access to relevant information and 
patient involvement in the care plan are crucial aspects in the fight against HIV/AIDS in Malawi 
(see also National AIDS Commission, 2010). However, studies on patients’ non-adherence to 
HIV treatment have shown that it is not necessarily a lack of information that leads to these 
issues, but that numerous contextual factors also contribute, such as economic and psycho-
social difficulties which are often ignored in patient-health provider interactions (Chasi & de 
Wet, 2006; Penn, Watermeyer and Evans, 2011; Watermeyer & Penn, 2012 ). These issues are 
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particularly relevant in the context of HIV/AIDS consultations in Malawi with its relatively low 
patient adherence rates of PMTCT.  Therefore, communication that considers the patients’ 
lifeworld, as well as their views and lived experiences is encouraged in healthcare interaction 
(after Mishler, 1984).  
Taking an interactional sociolinguistic approach – as we illustrate below – can help 
shed new light on and address these issues, while providing useful insights into how meaning 
(and hence knowledge) is conjointly constructed and negotiated among interlocutors. Such 
an approach thus acknowledges the agency of clients and rejects models that view healthcare 
communication as unidirectional encounters where the healthcare providers pass on 
information to their clients who merely absorb it.  
In contrast to the overall rather gloomy picture of patient adherence in Malawi in 
general, the statistics that we gained from the hospital where we collected data are rather 
encouraging. In this particular health clinic the drop-out rate is just above 10% and thus 
considerably below regional and country-wide averages. In line with previous research that 
has established that patients are more likely to comply with a proposed treatment plan and 
adhere to their prescriptions if they are satisfied with the communication with the healthcare 
providers and the resulting therapeutic relationship (e.g. Davis & Fallowfield, 1991), we 
assume that one of the reasons that the drop-out rate in the hospital where we collected data 
is comparatively low, may be related to the ways in which the counselling sessions are 
conducted. In this chapter we thus focus on illustrating some of the interactional practices 
that the healthcare providers routinely engage in in these comparatively successful 
consultations. We focus, in particular, on illustrating some of the ways in which client 
involvement is achieved.  
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In what follows, we first describe the methodology that we used to collect data, 
including some of the ethical considerations involved in these processes. We then discuss 
three examples of authentic interaction between a healthcare provider and a group of 
pregnant women that we recorded at a rural hospital in Malawi. In our analyses we illustrate 
some of the discursive strategies that the healthcare providers use to facilitate the delivery of 
information, ensure the women’s understanding and increase their participation in the 
counselling session, which may then, in turn, translate into an increase in treatment 
adherence. 
 
2. Introduction to the methodology  
The data that we analyse and discuss in this chapter was collected at an antenatal clinic at a 
rural hospital in Malawi. During these antenatal clinics, group counselling sessions are offered 
to pregnant women at their first visit as part of their regular antenatal programme. As part of 
the PMTCT programme, expectant mothers are also given the option of undergoing an HIV 
test (which usually takes place after the group counselling sessions). We observed 26 of these 
(and other) counselling sessions, audio-recorded more than 20 hours of interactional data, 
and conducted interviews with clients and healthcare providers.  The data analysed in this 
chapter is drawn from the audio recordings of interactions, observations and interviews with 
the clients and health providers. All data was originally in Chichewa (the national language of 
Malawi) and has been translated into English for the purposes of this research. The audio-
recorded data from the counselling sessions were transcribed using adapted transcription 
conventions typically used in conversation analysis (Kroger & Wood, 2000: 193-4; Cameron, 
2001: 36-40; and Silverman, 1997:232-3), which are presented at the end of this chapter.  
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 We use interactional sociolinguistics to analyse our data with the aim of gaining a 
better understanding of the healthcare interactions within the socio-cultural context of 
Malawi. Interactional sociolinguistics is a linguistic approach that is particularly suited to 
analyse interactional data as it considers both, the micro details of an interaction as well as 
contextual background in which the encounter takes place (see also Zayts & Lazzaro-Salazar, 
this volume). This approach has thus been described as building bridges between micro level 
analyses, as typically done in conversational analysis, and macro levels of analyses, which 
often tend to focus on what participants say (e.g. in thematic analysis) rather than how they 
say things to negotiate meaning (Sarangi & Roberts, 1991). Interactional sociolinguistics has 
been used extensively in research of medical interactions (e.g. Heath, 1992; Maynard, 1992; 
Candlin, 2006; Sarangi & Brookes-Howell, 2006; Strunck & Lassen, 2011; Zayts, Yelei and 
Schnurr, 2012; Zayts & Schnurr, 2014), and it is considered to be particularly beneficial for this 
type of study because of its emphasis on meaning making as a collaborative process that takes 
place throughout an interaction (Gumperz, 1999).   
Taking an interactional sociolinguistic approach in this study thus enables us to identify 
and analyse specific discursive practices used by the healthcare providers and their clients in 
their encounters, while at the same time taking into consideration the wider context in which 
these discursive practices occur. More specifically, such a micro-analysis of the talk in the form 
of interactional sociolinguistics provides insights into how meaning and relationships are 
constructed (Sarangi & Roberts, 1991; Rampton, 2010), while at the same time linking 
observations to macro-level categories, such as culture and customs that may be of relevance 
to the interpretation and understanding of the micro level observations (Gumperz, 1982, 
1999; Drew & Heritage, 1992). This link between the micro and the macro is particularly 
beneficial for investigations of healthcare interactions as it generates a more complex picture 
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– in particular by combining analyses of different data sources – which enables us to 
understand local practices in the specific and the wider context in which they appear (Heath, 
1992; Maynard, 1992; Candlin, 2006; Sarangi & Brookes-Howell, 2006; Zayts, Yelei and 
Schnurr, 2012; Zayts & Schnurr, 2014; Strunck & Lassen, 2011).  
 
2.1 Ethical considerations 
Ethical approval to collect the data for this study was obtained from the University of Warwick 
(as part of the PhD project of the first author), the National Committee on Research in the 
Social Science and Humanities (NCRSSH) under the Malawi National Commission for Science 
and Technology (NCST), the Malawi Ministry of Health through the District Health Officer 
(DHO), and also the District HIV/AIDS Coordinator of Zomba, which is the district where the 
health centre is located. 
Moreover, consent was obtained from all participating individuals. We agreed with the 
participating hospital on the practicalities of gaining participants’ consent to take part in the 
study. This was an important step as it turned out that some of the ethical practices that are 
standard in many Western contexts (such as asking participants to express their consent by 
signing a consent form), were inappropriate in this particular context (Upval & Hanswani, 
2001; Shaibu, 2007; Henderson et al., 2007; de Vries et al., 2015). Due to the relatively high 
illiteracy rate among the clients of the participating hospital and due to a general resistance 
among some of the participants to sign anything on paper because of potential legal 
implications and the significance attached to appendage of signatures (Upval & Hanswani, 
2001) it was decided to record participants’ oral consent after the study (and all relevant 
information, including their rights to withdraw at any point) had been introduced to them, 
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and they had been given ample opportunity to ask questions. This procedure was considered 
appropriate by the participants and was approved by the relevant ethics committees. 
 
3. Analysis of antenatal HIV/AIDS counselling in Malawi 
We have chosen three extended excerpts that are representative of our data to illustrate 
some of the discursive strategies frequently used by the healthcare providers to achieve the 
aims of these antenatal HIV/AIDS consultations, namely to enhance understanding of 
HIV/AIDS, share the benefits of HIV testing, and facilitate informed decisions for the mothers 
and children. Our particular focus here is on the uses and functions of specific types of 
questions, anecdotes, and reference to local knowledge and customs. Regularly drawing on 
these strategies, we argue, contributes considerably to facilitating the clients’ contribution in 
these consultations, which may ultimately result in their increased participation, compliance 
and adherence to the programmes’ recommendations (e.g. Gilroy et al., 2004; de Kok, Laurier 
and Widdicombe, 2012; Watermeyer & Penn, 2012; Penn, Watermeyer and Evans, 2011), and 
result in the very low drop-out rates of this clinic. 
 
3.1 Asking questions 
In line with what seems to have become standard practice in many medical interactions that 
take an interview format (Gleeson, 2009), the healthcare providers in our antenatal HIV/AIDS 
consultations frequently pose questions to the attending women. Excerpt 1 illustrates some 
of the ways in which the counsellors typically ask questions and the effects and responses this 
generates from the women. In the transcripts below we first provide the original (Chichewa) 
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followed by the English translation, and we have highlighted the most relevant lines in bold 
for ease of reading. 
 
EXCERPT 1 
Context: HP1, a female counsellor, at the beginning of her talk to a group of 14 pregnant 
women. This talk is held prior to conducting an HIV test, and at this point in the interaction the 
counsellor is outlining the agenda of the talk. W refers to several women speaking at the same 
time, W1, W2, etc. refer to individual women.  
 
1 HP1 mmm chabwino, inuyo ngati amayi woyembekezera 
  mmh alright, as pregnant women,  
2  Mukuwona kuti ndikofunikira kuti inuyo muyezetse magazi? (1) 
  do you think it is important for you to have a blood test? 
3 W (ena): [Eee] 
 W (some): [Yes.] 
4 W (ena):      [Mmm] ndikofunika 
 W (some):    [Mmh] it is important 
5 HP1 Kufunika kwake ndikotani? 
  What is its importance? 
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6 W1: Udziwe mmene muliri mthupi mwako 
  So that you should know how your body is. 
7 HP1: Mudziwe mmene muliri mthupi mwanu, eti? 
  You should know how your body is, right? 
8 W: Mmm 
  Mmh 
9 HP1 Ndeno mukadziwa? 
  And when you know?  
10 W2: Kutetezera mwana amene tikumuyembekezerayo 
  To protect the baby we are expecting. 
11 HP1: Kumutetezera mwana amene tikumuyembekezerayo, eti? 
  To protect the baby you are expecting, right?  
12  Makamaka ngati mwapezeka kuti muli ndi HIV, tili limodzi? 
  Especially if you are diagnosed with HIV, are we together? 
13 W: Eee 
  Yes. 
14 HP1  Ngati mulibe kachilombo?     (2.5) 
  If you do not have the virus? (2.5) 
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15 W2: Kudzisamala 
  To take care of yourself. 
16 HP1: Kudzisamala? 
  To take care of yourself? 
17 W2: Eee 
  Yes. 
18 HP1: Mudzikadzisamala bwanji? 
  How will you protect yourselves?  
19 W3: Mmene ungadzisamaliremo 
  Whatever you can do to take care of yourself. 
20 HP1: Awa akuti ‘mmene ungadzisamalirire’ 
  This one says ‘whatever you can do to take care of yourself’  
21  Ena? (.) tikuganiza kuti tidzikadzisamala bwanji? 
  Others? (.) How will we take care of ourselves? 
22  Tidzikadzisamala bwanji tikapezeka kuti tilibe kachilombo?(.) 
  How will we take care of ourselves if we are found free of the virus?  
23 W4: Pokapewa kuti tisatenge 
  By preventing it, so that we do not contract it. 
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24 HP1: Pokapewa kuti musatenge.  
  By preventing it so that you do not contract it. 
25  Mudzikapewa bwanji? Mayankho onsewo mukuperekawo ndi olondora,  
  How will you prevent it? All those answers you are giving are correct,  
26  koma simukumasu:la. Tamasulani bwinobwino (.) 
  but you are not elaborati:ng. Please elaborate well (.)  
27  Mudzikapewa bwanji kuti inuyo musatenge kachilombo? 
  How will you prevent it, so that you do not contract the virus? 
28 W4: Kuchepetsa anthu ogonana nawo, komanso kumakhala ukumayezetsa  
  By reducing the number of sexual partners, and also to get tested  
29  pafupipafupi, komanso kumadziwa kuti munthu 
  frequently, and to know the person you  
30  >amene ukugona nayeyo< (.) ngati ali okhulupirika        
  are >having sex with< (.) if he is trustworthy. 
31 HP1: Amayi anzathu akuti kuchepe::tsa anthu ogonana nawo  
  Our friend here says by redu::cing sexual partners,  
32  komanso kuyezetsa magazi, >komanso amene ukugonana naye::yo<  
  and having a blood test, >and the one you are having sex wi::th <, 
 14 
33  akhale wokhulupirika (.) e:ti? 
  should be trustworthy (.) righ:t? 
34 W: Eee 
 
In this excerpt, the healthcare professional utters a series of questions which all, arguably, 
facilitate the women’s engagement in and ultimately contribution to the counselling. After 
initial greetings the healthcare professional opens her talk with the questions rather than 
delivering information in a monologue style which, like in another study on provider initiated 
counselling in Africa (Ndirangu, 2016), arguably reinforces the communication dominance by 
health providers. The health professional starts with a closed yes-no question in lines 1 and 2 
asking the women about whether it is necessary to have a blood test. This generates 
affirmative responses from several women (lines 3 and 4), and so, despite the relatively closed 
nature of the question encourages the attendees to participate and engage in the counselling. 
This question and answer sequence is then immediately followed by another, this time more 
open-ended, question in which the healthcare provider enquires about the reasons for the 
women’s previous response (e.g. ‘What is its importance?’ line 5). The women respond to this 
with more elaborate answers, including making concrete suggestions (e.g. W1, ‘So that you 
should know how your body is’ line 6). After repeating the woman’s (W1) answer in the form 
of a checking question (‘You should know how your body is (.) right?’; line 7), the healthcare 
professional poses another question, which receives a brief acknowledgement and minimal 
feedback from some of the women (line 8). This repetition not only affirms the correctness of 
the women’s answers but also encourages the women to participate in the interaction, and 
 15 
for the healthcare professional it provides a welcome opportunity to check the women’s 
knowledge and understanding of HIV/AIDS. 
Throughout the remainder of the excerpt, the healthcare provider asks successive 
questions, which are all derived from the women’s responses. Some of her questions 
encourage the women to talk about measures of HIV/AIDS prevention, which directly 
addresses one of the crucial aims of these sessions. This successive use of questions thus leads 
to an elicitation of the women’s knowledge, which results in a more active participation, 
sharing and negotiation of knowledge compared to scenarios in which the healthcare provider 
delivers the information in the form of a monologue or lecture. This style is further reinforced 
by the relatively informal format of the questions (‘And when you know?’ line 8 and ‘If you do 
not have the virus?’ line 14) which marks the informality of the interaction. This informality is 
in contrast to the use of closed ended questions which may indicate the institutional 
alignment on the part of the health professional thereby reinforcing the formality of the 
discourse (e.g. Candlin, 2006). As can be seen from some of the women’s answers, this 
strategy is successful as it involves the women in the interaction and gets them to participate 
by showing that they have the relevant and appropriate knowledge (e.g. ‘To protect the baby 
we are expecting,’ line 10, and ‘By preventing it, so that we do not contract it,’ line 26).  This 
participation also enhances shared ownership of knowledge by ensuring that relevant 
information is not only provided by the healthcare provider but is conjointly produced among 
all participants (Candlin, 2006). Patient participation is highlighted as important in positive 
treatment outcomes in acute paediatric medical encounters where treatment is negotiated 
between parents and medical practitioners in interaction (e.g. Stivers, 2006). Similarly, 
engaging with patient’s expertise in managing chronic conditions such as rheumatoid arthritis 
can contribute to positive health outcomes (Sanderson & Angouri, 2013). It may also have 
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positive effects on the women’s behaviours after the counselling session in terms of increasing 
their adherence to the advice discussed during the session (Penn, Watermeyer and Evans, 
2011). 
Most of the questions posed by the healthcare professionals took the form of 
knowledge checking or so-called display questions, whereby the counsellors check if the 
women have paid attention and know the answer (Athanasiadou, 1991; Mehan, 1979). Other 
types of questions asked included those that request information that the questioner does 
not know (which occurred only rarely); rhetorical questions which are intended to provide 
information and may not require answers; and evaluative questions that require the women’s 
opinions. In most cases in our data, the linguistic formulations of the questions were open-
ended and started with various wh-forms, such as ‘what’, ‘why’ or ‘when’, This style of 
questioning was significant in that it not only facilitated a collaboration between the women 
and the health professionals in the interaction but also engaged the women in information 
sharing.  
As we can see from the transcript, the women’s answers become more elaborate, and 
the healthcare provider follows up with further questions until she is satisfied with the 
provided information. Through the use of successive questions the women are encouraged to 
participate, thus taking an active role in these counselling sessions and actively contributing 
to shaping the direction of the interaction. The women therefore take centre-stage in 
(re)producing and displaying their (collective) knowledge about HIV/AIDS, while constructing 
the role of healthcare professional as a facilitator whose main aim is to make explicit the 
already existing knowledge of the women (Levinson, 1992). This close association of the 
women with knowledge is further reflected when the healthcare professional explicitly 
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attributes some information to the women (rather than to herself or another abstract 
institution), whom she thereby constructs as the expert – such as in line 31 (‘our friend here 
says…’). 
This question and answer format has several advantages. For example, clients are 
explicitly allocated a turn which ensures that their voice is heard and they are given the 
opportunity to ‘express their own concerns and fears about the future’ (Silverman, 1997: 215). 
Even though question and answers in medical interaction are said to reinforce power 
asymmetries since the questioner assumes control over the answerer (Ribeiro,1996), and 
through questioning the experts exhibit power (van Dijk, 1993), their use in HIV counselling 
has been considered helpful in aligning the client and counsellor in the information delivery 
process (Peräkylä & Silverman, 1991; Silverman, 1997). Like in classroom interaction, in the 
counselling interactions, which combine the interview format with the delivery of information 
(Peräkylä & Silverman, 1991), the frequent use of open ended questions contributes to 
involving the women and increasing their participation. Due to the healthcare providers’ 
frequent questions, the atmosphere and structure of these counselling sessions resembles the 
typical classroom interaction structure of initiate, respond, feedback (IRF) (Walsh, 2011; after 
Sinclair & Coulthard, 1975). Although other scholars have argued against reducing teaching 
discourse to this sequence and acknowledging the benefits of other structures (Cazden, 2001; 
Seedhouse, 1996) – such as student initiatives in the form of questions to the teacher (Waring, 
2009) – IRF frequently occurs in our data and seems to be an effective strategy in the context. 
One of the women, in interviews, referred to the counselling sessions as a dialogue ‘it is a 
chance to remind one another and discussing in order to help each other. You say this, she 
also says that, that way knowledge is advanced, learning is on-going’. This attests that 
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questions are more engaging for the clients than the didactic style of communication used in 
health promotion messages. 
Another strategy frequently used by the healthcare providers in these counselling 
sessions is making reference to local knowledge and traditional customs, which we discuss 
next. 
 
3.2 Reference to local knowledge 
In our data there are several instances where the health professionals make references to 
shared knowledge between themselves and the women by using specific metaphors and 
referring to local knowledge and customs to facilitate an understanding – often of complicated 
technical terms and processes. They also often used metaphors as euphemisms for sexual 
organs, sexual practices and sexually transmitted illnesses. Excerpt 2 below illustrates how 
references to local and shared knowledge facilitate the generation of shared meaning and 
ultimately understanding.   
 
EXCERPT 2 
Context: This transcript is taken from another talk by HP1. This female counsellor and a group 
of 15 pregnant women are talking about HIV transmission from mother to unborn baby. 
1 W6: Mwanena kuti mmene tililimu tikhoza kumpatsira mwana amene  
  You have said that in this state we can infect the baby we are 
2  tikuyembekezerayo (.) chikhaliremo mwana amakhala ndi thumba lake (.)  
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  expecting (.) yet the baby is in his or her own sac (.) 
3  zingatheke bwanji? 
  how is this possible? 
  ((several lines omitted in which HP1 addressed this question to the other 
women, but after not receiving a response, she provides the following 
answer)) 
4 HP1: Munamva kuti “mayi woyembekezera chitetezo chake  
  Have you ever heard that  “a pregnant woman has 
5  chimakhala chotsika?”  
  low immunity?”  
6 W: mmm   
  Mmh 
7 HP1: Tikakhala kumudzi timati “chifukwa choti akugawana  
  In the villages we say, “It is because she is sharing 
8  ndi mwana magazi akugawana ndi mwana” (.) 
  her blood with the baby they are sharing” (.)  
9  Timatero eti? 
That is what we say, right? 
10 W: Mmm 
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  Mmh 
11 HP1:  Chitetezo cha mayi woyembekezera chimakhala chotsika nthawi zambiri 
  The immunity of a pregnant woman is usually low 
  ((omitted 35 lines, during which she explains what happens in the body 
and the attention given to a pregnant woman at various visits of antenatal 
to protect her from illnesses))  
12 HP1: Chomwe chimachitika ndi chonena kuti (.)  
  What happens is that (.) 
13  mwana inde amakhaladi mthumba mwake (.)  
  the baby is indeed in his or her own sac (.) 
14  koma tonse timadziwa kuti mayi amakhala ndi timati cha?   
  but we all know that the mother has what we call 
15  nsengwa eti? 
  a winnower ((cervical membrane)), right?    
16 W: Mmm 
  Mmh 
17 HP1: Nsengwa   (.) nsengwa ija imagwira ntchito ngati sefa (.)  
  Winnower (.) the winnower functions as a sieve (.)  
18  imasefa zoyi:pa kuti zisapite kwa mwana. 
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  it sifts the ba:d things so that they do not pass to the child. 
19 W: Mmm 
  Mmh 
20 HP1 Zipite zabwino zokhazokha (.)  
  Only the good things should pass (.)  
21  Sefa ikabooka chimene chimachitika ndi chani? 
  What happens when a sieve is worn out?  
22 W (one): Imatulutsa ndi zoipa [zomwe 
  It releases the bad bits [as well]. 
23 HP1: [Imatulutsa ndi zoyipa zomwe         
  [It releases] the bad bits as well. 
24 W: Mmm 
  Mmh 
25 HP1: Nde mayi ali ndi HIV, kuyembekezerako kukumutsitsa chitetezo,  
  So the mother has HIV, the pregnancy is reducing her immunity 
26  HIV ikumutsitsa chitetezo, ndiye abwere kaya ndi malungo,  
  HIV is reducing her immunity, so if she suffers from malaria,  
27  amutsitsanso chitetezo (.) ndiye kuti nsengwa ija imayambano  
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  that will also reduce her immunity, it means that the winnower starts 
28  kugwira ntchito ngati sefa yobooka (.) 
  to function as a worn out sieve,   
29  imakhala kuti panthawi imene mukudwala ija  
  it happens that as you are ill 
30  imakhala ilibe mphamvu [yoteteza kuti-] 
  it no longer has the strength [to protect the-] 
31 W10: [()]            
32 HP1: Mwati bwa?        
  What did you say? 
33 W10: Imayipitsa    (   ) (.)  kunkhani ya sefa ija 
  It spoils a lot ( ) (.)  on the issue of the sieve. 
34 HP1: Eee, imakhala kuti nsengwa ija ikugwira ntchito ngati  
  Yes, it happens that the winnower is functioning as  
35  sefa yobooka (.) eti? 
  a torn sieve (.) right? 
36 W: Mmm 
  Mmh 
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37 HP1: Nde kuti inunso chitetezo choti mumuteteze mwana uja  
  And it means your bodily immunity that should protect the child 
38  kuti musampatsire HIV panthawi imene ija chimakhala kuti palibe,  
  from HIV at that time is lost 
39  nde HIV ikhoza kudutsa kupita kwa ndani? 
  so HIV can pass and go to who? 
40 W (some): kwa mwana 
  to the baby 
41 HP1 Kwa mwana mosavuta (.) Tili limodzi? 
  To the baby easily (.) Are we together? 
42 W: Eee 
  Yes 
 
In this excerpt, the healthcare professional provides further clarification about mother to child 
transmission, which directly addresses a question asked by one of the attending mothers (lines 
1-3). The woman’s question is prefaced by her repetition of what the healthcare professional 
has previously said, which signals the woman’s involvement and participation as she has 
apparently not only followed the talk but is also critically engaging with it.  
The healthcare professional begins her explanations with a question directed at the 
women (lines 4 and 5), before she addresses the question more directly by referring to local 
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knowledge and practices (lines 7 and 8). Her response is relatively long and elaborate, and 
makes frequent reference to shared knowledge and local practices. For example, she begins 
her explanations by relating the concept of lowered immunity to knowledge that the women 
already possess (e.g. ‘in the villages we say’ line 7). Here, the practitioner not only establishes 
shared knowledge (van Dijk, 2003) but also transfers the locus of knowledge generation from 
some abstract medical domain to the realm of the women’s concrete everyday experience 
(i.e. the village). After gaining some minimal feedback from the women (line 10) in response 
to her previous utterance-final tag question (e.g. ‘right?’ line 9), which the healthcare 
professional seems to understand as agreement, she continues with her explanations by using 
the metaphor of nsengwa (winnower) for the cervical membrane and sefa (sieve) as an 
extended metaphor to explain how the membrane functions. These metaphors are frequently 
used by all the health professionals who participated in this study, and they thus seem to be 
standardised metaphors in this particular local community.  
'Winnower’ and ‘sieve’ are both kitchen utensils that the women can easily relate to 
because they are an essential part for the preparation of nsima (a corn meal) – one of the 
typical meals in Malawi. It is thus very likely that all women own these kitchen utensils and 
regularly use them to prepare the corn flour for nsima by winnowing the corn to remove 
husks. After this milling process, before the flour can be used, sieving is essential because the 
flour may have a lot of lumps and some unwanted bits. There are thus some clear parallels 
between the preparation of this meal, a practice that the women regularly engage in in their 
everyday life, and the possible transmission of diseases from mother to child in the womb. By 
bringing these two domains of household practice and medical/bodily processes together, the 
healthcare provider effectively explains a relatively complex process and makes sure that the 
women understand the potential dangers and implications for their unborn child. 
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The metaphors of ‘winnower’ and ‘sieve’ are then further elaborated when the 
healthcare provider asks the women about the dangers and negative consequences of a worn-
out sieve (line 21), which, as can be seen by the immediate response of one of the women 
(line 22), increases their understanding. This is then picked up and further elaborated by the 
healthcare professional who provides a concrete example (of a mother with Malaria). The 
women’s involvement (and thus perhaps also their understanding) increases considerably 
after this explanation (as signalled, for example, by their more frequent utterances, overlaps 
with the healthcare provider, and minimal feedback), suggesting that the healthcare 
provider’s strategy of referring to local practices and knowledge has indeed facilitated the 
women’s understanding and participation (lines 22, 33, 40). This is particularly evident 
towards the end of the excerpt when the healthcare professional’s statement uttered with 
rising intonation (lines 37-39) is immediately completed and responded to by the women (line 
40), which is then repeated and thus legitimised as the correct answer by the healthcare 
professional (line 41). The women’s strong affirmative reactions (line 42) to the healthcare 
provider’s question ‘are we together?’ (line 41) further reinforce this impression of the 
women’s understanding and active engagement with the counselling talk.  
The benefits of using metaphors in interactions between medical experts and non-
experts have also been attested by Gülich (2003). Moreover, Candlin (2006) argues that using 
language associated with the life world rather than medical terminology enables the 
healthcare provider to enter into the world of the patient/lay person and emphasise common 
ground and build rapport. The metaphors used in this talk, such as ‘sieve’ and ‘winnower, ‘ 
can be described as so-called ‘within-group metaphors’ (Rolf, 2009:164) that derive their 
meaning from the specific local group. Drawing on the underlying shared cultural knowledge, 
these within-group metaphors and frequent references to local knowledge in the medical 
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discourse are useful for providing an ‘interpretive frame’ (Hilligoss, 2014: 120) which helps to 
make less familiar concepts more tangible and concrete by giving them a form that can be 
more readily understood by the women. 
 
3.3 Storytelling 
Storytelling is another strategy that the health providers in this clinic frequently utilised to 
explain medical concepts and procedures to their clients. In studies of healthcare 
communication, the benefits of storytelling are long acknowledged – especially in the form of 
narratives in which patients present their experiences to physicians, and which help the latter 
make sense of the patients’ conditions (Heritage and Robinson, 2006; Hunter, 1991; see also 
Thurnherr et al., this volume). In this study, we explore some of the communicative functions 
of the stories with a particular focus on how they facilitate the clients’ understanding of 
relatively complex information.  
 
EXCERPT 3 
Context: A male counsellor (HP4) is talking to a group of 16 pregnant women about voluntary 
male circumcision as an HIV prevention strategy  
1 HP4: Komanso mdulidwe paokha (.) umatha kuteteza kufala 
  Also, circumcision alone can reduce the spread of  
2  kwa HIV ndi 60 percent 
  HIV by 60 percent.  
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3  Tingotenga ujeni mm uyu  
  Let’s take this er er this 
4  >akhale gule ameneyu wa kwa Joni<  
  >let’s refer to this as a dance by John< 
5  nanga sitimati kwa Joni ee kubala ndiye kwa Joni eti? 
  don’t we say John, yea John’s seed yea?   Right? 
6 W: Eee 
  Yes 
7 HP4: Hule uja ali ndi kachilombo ka HIV  
  This prostitute has HIV 
8  nde tiyerekeze panopa ma gu- anyamata ten 
  suppose there are ten gu- boys here  
9  mwina tatopa tinali kundende (.) 
  may be we are tired because we were in prison (.) 
10 W: Mmm 
  Mmh 
11 HP4 tonse osadulidwa (.) 
  We are all uncircumcised.  
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12  Nde tikufuna kugona naye amene ujayo eti? (.) 
  So we want to have sex with this one, right? (.) 
13 W: Mmm 
  Mmh 
14 HP4: Zitha kutheka kuti mwa anthu ten akugona naye amene uja (.) 
  It is may be that among the ten people who will sleep with her (.) 
15  anthu tonse tikhoza kutenga kachilombo ka HIV  
  all of us can contract HIV 
16  kupaturapo munthu mmodzi eti? 
  except one, right? 
17 W: Mmm 
  Mmh 
18 HP4: Sichoncho eti? Nde zitha kutheka kuti apapa tilipo anthu (.) 
  Not so? So it is also possible that there are  (.) 
19  okwanira angati? (.) Okwanira ten eti? (.) 
  how many of us?  (.) Ten of us, right? (.) 
20  oti tinadulidwadulidwa  
  all circumcised 
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21  >monga mmene aliri akulu amene tawatsekera mkatimo< 
  >just like the gentleman in the drawer over there <  
((referring to a model of a penis)) 
22 W (ena): Ee 
 W (some): Yes 
23 HP4 >kaya mbokosi kaya muchani?< 
  >is it a box or what?< 
24  Nde:: kugonana kwa amene aja kupezeka kuti 
  So the ten people’s sexual activity  
25  kupezeka kuti pa anthu ten aja  
  it will be found that the ten people             
26  apeze::ka anthu siki:si oti satenga kachilombo ka HIV 
  may resu::lt in six not contracting HIV                       
27  pamene anthu folo akhoza kutenga kachilombo eti? 
  while 4 people may contract HIV  right? 
28  Mwaona pamenepo tachepatu eti? 
  You see that we have been reduced right?  
29 W: Eee 
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 W: Yes 
 
In this excerpt, the healthcare provider tells the women a little story in order to help them 
understand the benefits of male circumcision – more specifically, the numerical odds of 
getting infected with and without circumcision. He explains that male circumcision reduces 
the chances of getting infected with HIV by 60% for the men and their sexual partners. Telling 
the women what seems to be a spontaneously invented story about a hypothetical scenario 
around a male protagonist, John, helps him get this message across to the attending women. 
The anecdote opens with a metaphor for sexual activity which he refers to as ‘a dance 
by John’ (line 4), which he constructs as culturally familiar by checking with the women, ‘don’t 
we say John, John’s seed? Right?’ (line 5) to which the women strongly agree (line 6). The 
healthcare provider thereby starts his story by establishing shared understanding (van Dijk, 
2003) between participants. The story is located in what may be a familiar situation for these 
women, namely the male protagonist returning from prison and visiting a prostitute (lines 7-
9). This choice of characters and scene places HIV/AIDS discourse in the familiar context where 
same-sex intercourse among prisoners and intercourse with prostitutes are known to 
contribute to the spread of HIV. This choice thus reflects typical elements of HIV/AIDS 
discourse in Malawi (Breitinger, 2011). The healthcare provider skilfully makes reference here 
to this discourse and thereby enters into the client’s lay world to facilitate meaning (Candlin, 
2006) and shared understanding. Through this anecdote, the (medical) world of the 
healthcare professional and the (life) world of his clients are brought together (Bleakley, 2005) 
which facilitates the women’s understanding. 
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The story evolves around ten imagined circumcised men who sleep with an HIV 
infected prostitute, resulting in four men getting infected with the virus and six men remaining 
uninfected. This way of breaking down and simplifying the complexities of statistics speaks 
directly to the women’s relatively low literacy and numeracy knowledge (of the 37 women 
interviewed, only five had attained education up to junior secondary school, two did not go 
to school at all, six only completed primary school, and the rest dropped out during junior 
primary school). Thus, by telling this story the healthcare provider translates abstract 
percentages into more concrete and palatable numbers (e.g. Tannen & Wallat, 2006). He is 
empathetic towards the women as he takes time to explain the significance of male 
circumcision to the reduction of HIV infections using this story (Bleakley, 2005). This is further 
reflected in his use of the inclusive first person plural pronoun ‘we’ when referring to the men 
(e.g. lines 9, 11, 12, 28), thereby making the story more concrete and adding to its real-life 
touch. Although portraying himself as one of the ex-prisoners may potentially downgrade his 
expert position and standing in the context of the counselling (Bleakley, 2005), considering 
the rather questionable moral nature of the characters in the context of HIV/AIDS discourse 
(Seidel, 1993; Drescher, 2010; Breitinger, 2011), this inclusion seems to catch the women’s 
attention as their heightened involvement and frequent minimal responses show (e.g. lines, 
10, 13, 17, 22). These positive effects are further evidenced by the responses the healthcare 
provider’s final question generates. His checking that the women have understood the 
numerical implications (‘you see that, we have been reduced, right?’ (line 28)) is responded 
to positively with several women uttering a convinced ‘yes’ (line 29).  
The positive effects of stories in HIV programmes – especially with regards to 
information retention – are outlined by Vaughan et al. (2000) and Bleakley (2005), who argued 
that stories contribute to creating a more relaxed atmosphere which brings the worlds of 
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healthcare professionals and patients’ closer. Moreover, stories may facilitate an 
understanding of complex information (e.g. Clark & van Der Wege, 2015; Dahlstrom, 2014). 
These positive effects of the story on the women’s understanding and imagination (Clark & 
van Der Wege, 2015) were also confirmed in some of the interviews we conducted with the 
women after the counselling sessions. For example, one of the women specifically 
commented that although she already knew a lot of what had been discussed before 
attending the counselling, she also learned something new – including ‘how male circumcision 
reduces HIV infections, that I did not know’. Testimonies like this provide further evidence of 
the positive effects of using anecdotes to translate abstract knowledge into more concrete 
and relatable experiences. 
4. Implications for healthcare practitioners 
Applied linguistic research, like the one presented here and in the other chapters in this 
volume, provides important insights into our understanding of the actual practices in which 
participants engage in healthcare encounters. By identifying and critically discussing actual 
practice, this kind of research constitutes a central element of improving patient-centred 
medicine – particularly in illustrating how a set of linguistic resources can be used to enhance 
meaning (Sarangi, 2004) and increase client participation. Taking an interactional 
sociolinguistic approach enables researchers to identify and describe the specific discursive 
strategies that are found to be effective in a particular context, and to show evidence of this 
to healthcare practitioners – for example by providing and discussing transcripts of authentic 
interactions, as in this chapter.  
 Findings from such studies are of interest not only to those practitioners who work in 
similar socio-cultural and medical contexts but also more generally to anyone practising 
medicine involving regular interactions with clients. Gaining a better understanding of the 
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communicative practices that characterise this professional domain is important and has 
wide-ranging implications. It could even be argued that just like there is a need for evidence-
based medicine for medical practice, there is also a clear need for evidence-based 
communication in healthcare settings (Brown, Crawford and Carter, 2006).  
Our study, although it has focused on examples of good practice recorded in just one 
hospital in Malawi, provides such evidence by identifying and discussing some of the 
discursive strategies which assist the healthcare providers in achieving the aims of HIV/AIDS 
counselling sessions. The comparatively low drop-out rates at the hospital where we collected 
data seem to suggest that the healthcare providers’ interactional behaviours indeed 
constitute good practice, and could thus be used as evidence to support ongoing endeavours 
to improve the delivery and format of HIV/AIDS consultations in Malawi and other socio-
cultural contexts. After all, involving clients in knowledge (re)production and sharing (e.g. via 
questions) (Tannen & Wallat, 2006) and making complex information more understandable 
and memorable for them (e.g. via drawing on context-specific metaphors and stories) are 
beneficial in healthcare encounters more generally (Gülich,2003; Vaughan et al, 2000).  
 This study and its approach are thus relevant to practitioners’ training and practice in 
HIV/AIDS consultations and other healthcare specialities elsewhere. As Silverman (1997) 
argues, the analysis of transcripts of authentic interactions between counsellors and their 
clients, such as the ones used here, can make important contributions to professional training 
as they provide evidence of what is actually going on during these interactions, and how for 
example knowledge is shared and advice is collaboratively constructed in actual practice (see 
also Chimbwete-Phiri, forthcoming). The kind of evidence provided here – actual transcripts, 
as opposed to simulations, for example – is often more useful for practitioners than a simple 
presentation of theoretical normative standards of good practice (Silverman, 1997). Such 
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linguistic analyses – especially when supported by interactional sociolinguistics – are useful 
resources for a critical ‘reflection’ of current practice (Sarangi, 2004:8); valuable for trainee 
practitioners in highlighting successful clinical encounters. Moreover, they raise awareness of 
linguistic choices for practitioners; and provide a basis for assessing professional practice 
(Sarangi, 2010) and its impact on client understanding and compliance in counselling. We 
hope that more applied linguistic research will continue such work – in particular by directing 
future research endeavours more towards largely overlooked geographical areas and 
discursive practices in languages other than English, as was done in this study. 
 
5. Conclusion  
The aim of this chapter was to discuss some of the ways in which applied linguistic research, 
specifically interactional sociolinguistics, can make valuable contributions to ongoing 
endeavours to improve the delivery and format of HIV/AIDS consultations in Malawi. We have 
argued that by improving the communication between healthcare professionals and clients 
during HIV/AIDS consultations, clients’ participation may be facilitated and their 
understanding can be enhanced, which in turn may positively affect their compliance and 
adherence to the programme’s recommendations. Our analyses of HIV/AIDS consultations for 
pregnant women in a local hospital in Malawi have focused on three specific discursive 
strategies regularly displayed by the healthcare providers, namely asking questions, referring 
to local knowledge and customs, and telling stories. These constitute good practice in terms 
of encouraging client participation in the consultations of our context and have been 
described as beneficial for medical interactions in previous research, in particular for 
counselling and other interview-format type interactions (e.g. Peräkylä & Silverman 1992; 
Silvermann 1997; Tannen & Wallat, 2006; Candlin, 2006). Like in these previous studies, in the 
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specific context of HIV/AIDS counselling for pregnant women in Malawi, these strategies 
facilitated the women’s contribution in these consultations – as reflected in their heightened 
involvement, active participation, and sharing their previous knowledge of HIV/AIDs. They 
thus directly address the aims of the counselling sessions, namely to enhance the pregnant 
women’s understanding of HIV/AIDS, share the benefits of HIV testing, and facilitate informed 
decision making. Such a focus on good practice and using an interactional sociolinguistic 
approach – as we have done in this chapter – is thus an important part of general attempts to 
better understand and improve current practices in healthcare contexts. 
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Appendix: Transcription Conventions 
(.)   A regular pause or gap of less than a second. 
(n)  Number in parenthesis indicates a pause in speakers’ talk of more than a  second. 
:: Stretched or prolonged sounds, the length of the row of colons represents the 
 prolongation of the sound.  
(( )) Descriptions and comments by authors  
()      inaudible talk 
? Rising intonation for a question 
   Rising intonation 
  Falling intonation 
. Stopping intonation 
, Flat or continuing intonation 
‘….’  Speaker’s quoted talk 
[  Beginning of overlapping talk 
[ End of overlapping talk 
°word° Sounds that are softly uttered than the surrounding talk  
WORD Capitals for words indicate sounds that are louder than the surrounding talk 
>fast< Talk that is noticeably  faster than the surrounding talk 
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<slow>  Talk that is slower than the surrounding talk. 
-  Cut-off or unfinished words 
 = Latching talk 
_____ Emphasis 
… Omission of talk in the segment 
Heh/ hah Laughter 




Athanasiadou, A. (1991), ‘The Discourse Function of Questions’, Pragmatics. Quarterly 
 Publication of the International Pragmatics Association (IPrA), 1(1):107-22. 
Bleakley, A. (2005), ‘Stories as Data, Data as Stories: Making Sense of Narrative Inquiry in 
 Clinical Education, Medical Education’, 39 (5): 534-40. 
Breitinger, E. (2011), ‘HIV/AIDS Poster Campaigns in Malawi’, in G. Barz and J. M. Cohen 
 (eds), The culture of AIDS in Africa: Hope and healing through music and the arts, 131-
 43, Oxford: Oxford University Press.  
Bowie, C. and Mwase, T. (2011), ‘Assessing the Use of an Essential Health Package in a Sector 
 Wide Approach in Malawi’, Health Research Policy and Systems, 9 (1): 1-10.  
Brown, B., Crawford, P., and Carter, R. (2006), Evidence-based Health Communication, 
 Berkshire: McGraw-Hill. 
Cameron, D. (2001), Working with Spoken Discourse, London: SAGE publications. 
Candlin, S. (2006), ‘Constructing Knowledge, Understanding and Meaning Between Patients 
 and Nurses’, in M. Gotti, and F. Salager-Meyer (eds), Advances in Medical Discourse 
 Analysis: Oral and Written Contexts (Vol. 45), 44-65, Bern: Peter Lang.  
Cazden, C. (2001), Classroom Discourse: The Language of Teaching and Learning, Portsmouth, 
 NH: Heinemann. 
 Chasi, C. and de Wet, G. (2006), ‘Communication, Choice and Freedom with Reference to Risk 
 in Aspects of Communication on HIV/AIDS’, Communication: South African Journal for 
 Communication Theory and Research, 32: (1): 119-36. 
 39 
Chinkonde, J.R., Sundby, J. and Martinson, F. (2009). ‘The Prevention of Mother-to-Child 
 HIV  Transmission Programme in Lilongwe, Malawi: Why Do So Many Women Drop 
 Out?’ Reproductive health matters, 17(33): 143-151. 
Chimbwete-Phiri, R. (2019), ‘The Reproduction and Negotiation of Knowledge in  HIV/AIDS 
Consultations in Malawi’, Doctoral Diss., University of Warwick,  Coventry. 
Clark, H. H., and van Der Wege, M. M. (2015), ‘Imagination in Narratives’, in D. Tannen, 
 Hamilton, H. E, and Schiffrin, D (eds.), The Handbook of Discourse Analysis 2, 406-21, 
 West Sussex: Blackwell Publishers. 
Dahlstrom, M.F. (2014), ‘Using Narratives and Storytelling to Communicate Science with 
 Nonexpert Audiences’, Proceedings of the National Academy of 
 Sciences, 111(Supplement 4): 13614-620. 
Davis, H. and Fallowfield L. (1991), ‘Evaluating the Effect of Counselling and Communication’, 
 in H. Davis and L. Fallowfield (eds), Counselling and Communication in Health Care, 
 287-318, New York: John Wiley.  
de Kok, B., Laurier, E., and Widdicombe, S. (2012), ‘Managing Adherence to Anti-retroviral 
 Therapy: What Lessons Can We Learn from the Analysis of Professional-client 
 Interactions?’. Workshop Report. Institute for International Health and Development. 
 Available online:  http://www.sedit.org.uk (Accessed 16 October 2017) 
de Vries, J., Abayomi, A., Littler, K., Madden, E., McCurdy, S., Oukem-Boyer, O. O. M., 
 Seeley, J., Staunton, C., Tangwa, G., Tindana, P. and Troyer, J. (2015), ‘Addressing 
 Ethical Issues in H3Africa Research – The Views of Research Ethics Committee 
 Members’, The HUGO Journal, 9(1): 1. 
 40 
Drescher, M. (2010), ‘Contextualising Local Knowledge: Reformulations in HIV/AIDS 
 Prevention in Burkina Faso’, in C. Higgins and B. Norton (eds), Language and 
 HIV/AIDS, 197-213, Bristol: MPG Books group.  
Drew, P. and Heritage, J., eds (1992), Talk at Work: Interaction in Institutional Settings, 
 Cambridge: Cambridge University Press. 
Gleeson, P. J. (2009), ‘Medical interview: a Critical Discourse Analysis Perspective’, in  T. Le, 
 G. Le, and M. Short, (eds), Critical Discourse Analysis: an Interdisciplinary
 Perspective, 202-13, New York: Nova Science publishers.  
Gilroy, K., Winch, P.J., Diawara, A., Swedberg, E., Thiero, F., Kane, M., Daou, Z., Berthe, Z. 
 and Bagayoko, A. (2004), Impact of IMCI training and Language Used by Provider on 
 Quality of Counselling Provided to Parents of Sick Children in Bougouni District, 
 Mali’, Patient education and counselling, 54(1): 35-44. 
Gülich, E. (2003), ‘Conversational Techniques Used in Transferring Knowledge Between 
 Medical Experts and Non-experts’, Discourse Studies, 5(2): 235-63. 
Gumperz, J. (1982), Discourse Strategies: Studies in Interactional Sociolinguistics (Vol 1), 
 Cambridge: Cambridge University Press. 
 Gumperz, J. (1999), ‘On Interactional Sociolinguistic Method’, In S. Sarangi and C. Roberts 
 (eds), Talk, Work and Institutional Order: Discourse in Medical, Mediation and 
 Management Settings, 453-71, Berlin: Mouton de Gruyter. 
Haas, A. D., Msukwa, M. T., Egger, M., Tenthani, L., Tweya, H., Jahn, A., Gadabu, O.J., Tal, 
 K., Salazar-Vizcaya, L., Estill, J. and Spoerri, A. (2016), ‘Adherence to Antiretroviral 
 Therapy During and After Pregnancy: Cohort Study on Women Receiving Care in 
 41 
 Malawi’s Option B+ Program’, Clinical Infectious Diseases: An Official Publication  of 
 the Infectious Diseases Society of America, 63 (9): 1227–35.  
Heath, C. (1992), ‘Diagnosis in the general-practice consultation’, in P. Drew and  J. Heritage
 (eds), Talk at Work: Interaction in Institutional Settings, 235-67, Cambridge: Cambridge 
 University Press.  
Henderson, G. E., Corneli, A. L., Mahoney, D. B., Nelson, D. K., and Mwansambo, C. (2007),
 ‘Applying Research Ethics Guidelines: The View from a Sub-Saharan Research Ethics 
 Committee’, Journal of Empirical Research on Human Research Ethics, 2 (2): 41-8. 
Heritage, J. and Robinson, J. D. (2006), ‘Accounting for the Visit: Giving Reasons for Seeking 
 Medical Care’, in J. Heritage and D. Maynard (eds), Communication in Medical care: 
 Interaction Between Primary Care Physicians and Patients, 48-85, Cambridge: 
 Cambridge University Press.   
Hilligoss, B. (2014), ‘Selling Patients and Other Metaphors: A Discourse Analysis of the 
 Interpretive Frames That Shape Emergency Department Admission Handoffs’, Social 
 Science & Medicine, 102: 119-28. 
Hunter, K. M. (1991), Doctors' Stories: The Narrative Structure of Medical knowledge,
 Princeton: Princeton University Press. 
Jonasi, S. (2007). ‘What is the Role of a Grandmother in a Malawian Society and How Can We 
As Health Workers Support Her?’, Malawi Medical Journal, 19 (3): 126-27.  
Keehn, E. and Karfakis, J. (2014), Current Practices to Increase Uptake, Retention and 
 Adherence for Option B+ in Malawi, Lilongwe: mothers2mothers Malawi.  
 42 
Kim, M.H., Zhou, A., Mazenga, A., Ahmed, S., Markham, C., Zomba, G., Simon, K.,  Kazembe, 
P.N. and Abrams, E.J. (2016), ‘Why Did I stop? Barriers and Facilitators to Uptake and 
Adherence to ART in Option B+ HIV care in Lilongwe, Malawi’. PloS one, 11 (2): 
p.e0149527, available online: https://doi.org/10.1371/journal.pone.0149527 
(Accessed 20 December 2016) 
Kroger, R. O. and Wood, L.A. (2000), Doing Discourse Analysis: Methods of Studying 
 Action in Talk and Text, London: SAGE publications. 
Levinson, S.C. (1992), ‘Activity Types and Language’, in  P. Drew and J. Heritage (eds), Talk 
 at Work: Interaction in Institutional Settings, 66-100, Cambridge: Cambridge 
 University Press.  
Maynard, D. W. (1992), ‘On Clinicians Co-implicating Recipients’ Perspective in the Delivery of 
 Diagnostic News’, in P. Drew and J. Heritage (eds), Talk at Work: Interaction in 
 Institutional Settings, 331-58, Cambridge: Cambridge University Press. 
Mbweza, E., Norr, F. K. and McElmurry, B. (2008), ‘Couple Decision Making and Use of 
 Cultural Scripts in Malawi’,  Journal of Nursing Scholarship 40 (1): 12-19. 
McCoy, D., Ashwood, S. H., Ratsma, E., Kemp, J., and Rowson, M. (2004), ‘Going from Bad 
 to Worse: Malawi’s Maternal Mortality. An Analysis of the Clinical, Health Systems 
 and Underlying Reasons with Recommendations for National and International 
 Stakeholders’, (Report commissioned by UN Millenium Project). Available online:
 http://www.hst.org.za/publications (Accessed on 13 October 2015).  
Mehan, H. (1979), ‘ “What Time is it, Denise?”: Asking Known Information Questions in 
 Classroom Discourse’, Theory into Practice, 18 (4): 285-94.  
 43 
Ministry of Health (2009), Malaria Communication Strategy for Malawi, 2009-2014. Malawi 
 Government Publications. 
Ministry of Health (2011), Malawi Health Sector Strategic Plan 2011 – 2016. Malawi 
 Government Publications. 
Ministry of Health (2012), Malawi National Plan for the Elimination of Mother to Child 
 Transmission. Malawi Government Publications 
Mishler, E. G. (1975), ‘Studies in Dialogue and Discourse: II. Types of Discourse Initiated by 
 and Sustained Through Questioning’, Journal of Psycholinguistic Research, 4(2): 99-
 121. 
Mishler, E. G. (1984), The discourse of medicine: Dialectics of medical interviews (Vol. 3), 
 New Jersey: Ablex Publishing Corporation. 
Ndirangu, E. W. (2016), ‘Communication and Interaction in the Context of Routine Provider 
 Initiated HIV Testing and Counselling for HIV: The Case of Kenya,’ Doctoral diss., 
 University of Nottingham, Nottingham. 
National AIDS Commission (2010), HIV Prevention Strategy Operational Plan 2009-
 2011,  Malawi: National AIDS Commission. 
National Statistics Office (2016), 2015-2016 Demographic and Health Survey, Malawi 
 Government Publications. 
Penn, C., Watermeyer, J., and Evans, M.  (2011), ‘Why Don’t Patients Take Drugs? The Role 
 of Communication in Patient Adherence and Work of the Pharmacist in HIV/AIDS’,
 Patient Education Counselling, 83: 310-18.  
PEPFAR (2013), Malawi 2013 operations plan report. Available online:
 www.pepfar.gov/documents/organization/222173.pdf  (Accessed 20 Oct 2015) 
 44 
Peräkylä, A., and Silverman, D. (1991), ‘Reinterpreting Speech-exchange Systems: 
 Communication Formats in AIDS Counseling’, Sociology, 25(4): 627-51. 
Rampton, B. (2010), ‘Linguistic Ethnography, Interactional Sociolinguistics and the Study of 
 Identities’, in C. Coffin, T. Lillis and K. O’Halloran (eds) Applied Linguistics Methods: a 
 Reader, 234-50, Oxon: Routledge.  
Rolf, D. C. (2009), ‘Being Critical about Metaphor’, in T. Le, Q. Le, and M. Short (eds), 
 Critical Discourse Analysis: An Interdisciplinary Perspective, 163-70, New York: Nova 
 Science Publishers. 
Sanderson, T., and Angouri, J. (2013), ‘ “I'm an Expert in Me and I Know What I Can Cope 
 With”: Patient Expertise in Rheumatoid Arthritis’, Communication & medicine, 10(3): 
 249-61. 
Sarangi, S. (2004), ‘Towards a Communicative Mentality in Medical and Healthcare Practice’, 
 Communication & Medicine, 1 (1): 1-11.  
Sarangi, S. (2010), ‘Practising Discourse Analysis in Healthcare Settings’, in I. Bourgeault, R. 
 DeVries and R. Dingwall (eds), The SAGE Handbook of Qualitative Methods in Health 
 Research, 397-416. London: SAGE Publications.  
Sarangi, S and Brookes-Howell, L. (2006), ‘Recontextualising the Familial Lifeworld in Genetic 
 Counselling Case Notes’, in M. Gotti and F. Salager-Meyer (eds), Advances in Medical 
 Discourse Analysis: Oral and Written Contexts, 197-225, Bern: Peter Lang AG 
 International Academic Publishers.  
Sarangi, S. and Roberts, C., eds, (1999), Talk, Work and Institutional Order: Discourse in 
 Medical, Mediation and Management Settings (Vol. 1). Berlin: Walter de Gruyter. 
 45 
Seedhouse, P. (1996), ‘Classroom Interaction: Possibilities and Impossibilities’, ELT 
 Journal, 50 (1): 16-24. 
Seidel, G. (1993). The Competing Discourses of HIV/AIDS in Sub-Saharan Africa: Discourses 
 of Rights and Empowerment vs Discourses of Control and Exclusion’, Social Science and 
 Medicine, 36 (3): 175-94. 
Shaibu, S. (2007), ‘Ethical and Cultural Considerations in Informed Consent in Botswana’, 
 Nursing ethics, 14 (4): 503-09. 
Silverman, D. (1997), Discourses of Counselling: HIV Counselling as Social Interaction, 
 London: SAGE publications. 
Sinclair, J. M., and Coulthard, M. (1975), Towards an Analysis of Discourse: The English Used 
 by Teachers and Pupils, Oxford: Oxford University Press. 
Stivers, T. (2006), ‘Treatment Decisions: Negotiations between Doctors and Parents in Acute 
 Care Encounters’, in J. Heritage and D. Maynard  (eds), Communication in Medical  
 Care: Interaction between Primary Care Physicians and Patients, 279-312, Cambridge: 
 Cambridge University Press.  
Strunck, J. and Lassen, I. (2011), ‘The Discursive Construction of Self Positioning Amongst 
 Minority Ethnic Patients in a Hospital Ward’,  Journal of Multicultural Discourses, 6 (3): 
 273-90. 
Tannen, D. and Wallat, C. (2006), ‘Interactive Frames and Knowledge Schemas in Interaction: 
 Examples from Medical Examination Interview’, in A. Jaworski and N. Coupland 
 (eds), The Discourse Reader, 2nd edn, 332-48, New York: Routledge.  
 46 
Tenthani, L., Haas, A.D., Tweya, H., Jahn, A., van Oosterhout, J.J., Chimbwandira, F., Chirwa, 
 Z., Ng’ambi, W., Bakali, A., Phiri, S. and Myer, L. (2014), ‘Retention in Care Under 
 Universal Antiretroviral Therapy for HIV Infected Pregnant and Breastfeeding Women 
 (“Option B+”) in Malawi’,  AIDS , 28 (4): 589-98. 
Upvall, M. and Hashwani, S. (2001), ‘Negotiating the Informed-consent Process in Developing 
 Countries: a Comparison of Swaziland and Pakistan’, International Nursing Review, 
 48: 188-92. 
van Dijk T. (1993), ‘Principles of Critical Discourse Analysis’, Discourse and Society, 4:
 249-283. 
van Dijk, T. A. (2003), ‘The Discourse-knowledge Interface’, in G. Weiss and R. Wodak (eds), 
 Critical Discourse Analysis: Theory and Interdisciplinary, 85-109, London: Palgrave-
 MacMillan.   
van Lettow, M., Bedell, R., Landes, M., Gawa, L., Gatto, S., Mayuni, I., Chan, A. K., Tenthani, 
 L., and Schouten, E. (2011), ‘Uptake and Outcomes of a Prevention-of Mother-to-Child 
 Transmission (PMTCT) Program in Zomba District, Malawi’, BMC Public Health 11 (1):
 426. 
Vaughan, P.W., Rogers, E.M., Singhal, A., Swalehe, R.M. (2000), ‘Entertainment-education 
 and HIV/AIDS Prevention: A Field Experiment in Tanzania’, Journal of Health
 Communication, 5 (Supplement 1): 81–100.  
Walsh, S. (2011), Exploring Classroom Discourse: Language in Action, Axon: Routledge.  
 47 
Watermeyer, J., and Penn, C. (2012), ‘ “Only Two Months Destroys Everything”: A Case Study 
 of Communication about Nonadherence to Antiretroviral Therapy in a South 
 African HIV Pharmacy Context’, Health Communication, 27 (6): 602-11. 
Waring, H.Z. (2009), ‘Moving out of IRF (Initiation‐Response‐Feedback): A Single Case 
 Analysis’, Language Learning, 59 (4): 796-824. 
Zayts, O. and Schnurr, S. (2014), ‘More Than ‘Information Provider’ and ‘Counsellor’: 
 Constructing and Negotiating Roles and Identities of Nurses in Genetic Counselling 
 Sessions’, Journal of Sociolinguistics 18 (3): 345 -69. 
Zayts, O., Yelei, W. V. and Schnurr, S. (2012), ‘Chinese Prenatal Genetic Counselling 
 Discourse in Hong Kong Healthcare’, in Y. Pan and D. Z. Kadar (eds), Chinese 
 Discourse and Interaction: Theory and Practice, 228-44, London: Equinox Publishing.  
Zhou, A. (2016), ‘ The uncertainty of Treatment: Women's use of HIV Treatment as Prevention 
 in Malawi’, Social Science and Medicine, 158: 52-60. 
 
 
